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August 2009468 AbstractsIliofemoral Pulsion Endarterectomy
Wall ML, Davies RSM, Sykes TC, et al. Ann Vasc Surg 2009;23:259-63.
Conclusion: Pulsion endarterectomy using finger fracture of iliofem-
oral atherosclerotic plaque and extrusion of the plaque out the distal iliac
artery is a safe and effective technique for iliac endarterectomy.
Summary: The authors describe a little-known technique for open
endarterectomy of the iliofemoral system. In their technique of pulsion
endarterectomy, the femoral artery is opened in the groin through a longi-
tudinal arteriotomy. Common femoral and distal external artery endarterec-
tomy is performed in the standard fashion. When inflow is inadequate, the
ipsilateral iliac bifurcation is then approached retroperitoneally through an
oblique iliac incision. Plaque in the external iliac artery is palpated and
disrupted by external finger fracture techniques. The authors note that a
strong pinching action is required and proximal clamping is avoided, but
intermittent distal clamping is necessary for hemostasis.
The technique results in a detached cylinder of atheroma that is
squeezed distally and delivered through the previously endarterectomized
femoral artery. Once the external iliac artery has been treated in this way, the
maneuver is repeated proximally up the pulsating common iliac artery to the
aortic level. The authors note that large plaques in the common iliac artery
may be difficult to extrude through the smaller external iliac artery. They
suggest extensive fragmentation of the plaque by external digital compres-
sion so that it can be extruded distally, avoiding arteriotomy of the proximal
external iliac/distal common iliac arteries. If the common iliac plaque
cannot be extruded through the distal external iliac artery, a small common
iliac arteriotomy can be made to facilitate extraction of the common iliac
plaque. Care must be taken around the aortic bifurcation to avoid dislodge-
ment of the atheromatous material down the contralateral limb.
The authors performed 58 iliofemoral pulsion endarterectomies in 54
patients (36 men, 18 women) who were a median age of 66 years. Twenty-
three patients were treated for critical limb ischemia and 29 for claudication.
In six patients the technique was used in conjunction with an abdominal
aortic aneurysm repair. Mean follow-up was 17 months (range, 1-69
months). The 2-year primary patency of iliofemoral pulsion endarterectomy
was 95%, secondary patency was 100%, and limb salvage was 98.5%. Two
arterial ruptures occurred during the procedure, and a prosthetic bypass was
required.
Comment: The technique should be of interest to vascular surgeons
who wish to avoid long lengths in the iliac vessels and to those who perform
iliac endarterectomy infrequently. It avoids the use of a prosthetic material,
whether it be a patch or a stent, and sacrifice of collateral vessels that occurs
with eversion endarterectomy. Experience and caution is required applying
the technique to severely calcified arteries because they appear to be themost
prone to arterial rupture.
Replacement of the Descending Aorta: Recent Outcomes of Open
Surgery Performed with Partial Cardiopulmonary Bypass
Minatoya K, Ogino H, Matsuda H, et al. J Thorac Cardiovasc Surg 2008;
136:431-5.
Conclusion: Descending thoracic aortic replacement performed with
partial cardiopulmonary bypass (CPB) has compatible risks to that associated
with thoracic endovascular aneurysm repair (TEVAR).
Summary: Endovascular treatment of descending thoracic aortic an-
eurysms (TAA) has drastically changed the treatment of this disease. Results
are generally favorable, and endovascular treatment can be used even in
high-risk patients not considered candidates for open surgery. The authors
note that there are several strategies for open treatment of descending TAA.
These include a single-clamp technique, distal perfusion with left heart
bypass, hypothermic circulatory arrest, and partial CPB. Their technique
uses partial CPB with hypothermic circulatory arrest when there is no room
for a distal aortic cross-clamp. They compared their results of open distal
thoracic aortic repair using partial CPB with literature results for TEVAR.
There were 113 patients (75 men) with a mean age of 68  12 years
who underwent graft placement for descending TAA not associated with
dissection; of these, 16 (14.2%) were emergencies. Operations were per-
formed through a left thoracotomy with partial CPB and segmental clamp-
ing of the aorta. The authors also used magnetic resonance angiography
preoperatively in elective cases to detect the artery of Adamkiewicz. Intra-
operative motor evoked potentials were measured.
The early mortality rate was 5.3%, with a 1% mortality rate in elective
cases and 31.3% in emergencies. Spinal cord dysfunction was 2.7% overall,
1% in elective cases, and 12.5% in emergency cases. Stroke rates were 7.6%
overall, 4.1% in elective cases, and 25% in emergency cases. Respiratory
failure rates were 9.7% overall, 9.2% in elective cases, and 12.5% in emer-
gency cases. During follow-up, no patient underwent reoperation secondary
to problems with the original open repair. Overall survival estimates using
Kaplan-Meier techniques were 92.3% at 3 years, 90.6% at 5 years, and 70.2%
at 10 years.
Comment: At first glance, one questions the relevance of this article.
Although certainly the results presented are excellent, no one can argue that
there is a huge difference between a thoracotomy and a small incision in thegroin. Therefore, although the results the authors presented may be com-
patible with those reported for endovascular repair of TAA, morbidity is not.
However, not everyone who has a TAA can have an endovascular repair. In
cases where there are short or wide proximal or distal landing zones, severe
neck angulation, or tortuous or stenotic access arteries, an open TAA repair
can certainly be justified based on the results presented here and by others
(Ann Thorac Surg 2004;77:1298-303; Ann Thorac Surg 2001;72:481-6).
Revascularization to an Isolated (“Blind”) Popliteal Artery Segment: A
Viable Procedure for Critical Limb Ischemia
Ballotta E, Da Giau G, Gruppo M, et al. Surgery 2009;145:426-34.
Conclusion: Revascularization to an isolated popliteal segment for
critical limb ischemia can be performed in selected patients with acceptable
5-year patency and limb salvage rates.
Summary: During a 10-year period, the authors report having per-
formed 51 bypasses to an isolated popliteal segment for critical limb isch-
emia. Reverse saphenous vein was used in 30 (58.8%; group I) and polytet-
rafluoroethylene (PTFE) was used in 21 (41.2%; group II). Indications for
surgery were rest pain in approximately 20% of both groups and tissue loss in
80% of both groups. Most of the patients with tissue loss or ulceration had
toe or forefoot lesions. Only two patients in group I and one in group II had
a midfoot or hindfoot lesion. The patency, limb salvage, and survival rates
were determined using Kaplan-Meier life-table analysis.
Mean follow-up was 5.6 years (range 0.1-10.4 years) and was complete
in 49 patients. In 39 patients (76.5%), no other infrapopliteal artery was
identified as available for bypass by angiography. In 12 patients (23.5%), an
isolated popliteal segment was chosen as the distal anastomotic site because
of an invasive foot infection or necrosis overlying a potential pedal anasto-
motic site. Mean patient age was 72 1 year in group I and 74 5 years in
group II (P  .37). Group I had a higher incidence of diabetes, insulin
dependence, and history of smoking than group II. There were no periop-
erative deaths. Two early graft failures in group I and one in group II
resulted in three major amputations. The 5-year secondary patency was
51.4% 9.6%, and limb salvage was 90% 4.3%. There were no differences
in secondary patency or limb salvage in group I vs group II.
Comment: The article serves to remind us that bypass to an isolated
popliteal segment can be an alternative in selected patients with critical limb
ischemia. It is interesting that PTFE performed as well as vein grafts in this
series, although the patients in this retrospective series were demographically
not matched.
This series documented a fairly large discrepancy between secondary
patency and limb salvage. The authors did not detail the extent of tissue loss in
the patients, only thatmost of it involved only the toes or the forefoot. Very few
hindfoot lesions were treated in this series. Without greater detail of the degree
of ischemic necrosis present, this series does not really justify the use of isolated
popliteal segment bypass to treat major foot necrosis or hindfoot lesions.
Certainly, the relative absence of hind foot lesions in this series suggests some
selection of more favorable patients for isolated popliteal segment bypass.
The article would have been strengthened by a description of whether
the authors performed primary amputation in some patients in whom an
isolated popliteal segment bypass would have been possible but was felt
imprudent because of the extent of foot necrosis. There is often also much to
be learned from patients who are not treated.
The Natural History of Vascular Access For Hemodialysis: A Single
Center Study of 2,422 Patients
Papanikolaou V, Papagiannis A, Vrochides D, et al. Surgery 2009;145:
272-9.
Conclusion:With the possible exception of older patients with diabe-
tes, autogenous conduits are preferable for dialysis access.
Summary: The Clinical Guidelines for Vascular Access from the Na-
tional Kidney Foundation Disease Outcomes Quality Initiative recommend
radial-cephalic arteriovenous fistulas (AVFs) and brachial-cephalic AVFs as
the first and second choices for dialysis access, followed by prosthetic grafts,
brachial-basilic AVFs, and venous catheters as secondary choices. These
recommendations have been verified by review articles and small prospective
trials and small clinical series.
The article represents a retrospective review of a very large dialysis
access experience in which 2422 consecutive patients underwent 3685
vascular access procedures in a tertiary care hospital. Radial-cephalic, bra-
chial-cephalic, brachial-basilic, and prosthetic graft fistulas were all per-
formed. Maximum follow-up was 20 years, and patency rates were deter-
mined by Kaplan-Meier analysis. Median primary patency for radial-cephalic
AVFs was 712 days (95% confidence interval [CI], 606-818 days). Median
primary patency for brachial-cephalic AVFs was 1009 days (95% CI, 823-
1195 days). Median primary patency for PTFE reconstructions was 384 days
(95% CI, 273-945 days). Median secondary patency for radial-cephalic
fistulas was 1809 days (95% CI, 1692-1582 days). Median primary patency
of brachial-basilic AVFs (second or third choice for vascular access) was 1582
days (95% CI, 415-2749 days).
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patients receiving radial-cephalic, brachial-cephalic, brachial-basilic, and
PTFE dialysis access was 0.25, 0.57, 0.33, and 0.61 per patient-year,
respectively. After 2000 days, radial-cephalic AVF patency was superior to
brachial-cephalic AVF patency. Ten years after construction, 18% of radial-
cephalic AVFs and 12% of brachial-cephalic AVFs were still functional. More
than 50% of brachial-basilic arteriovenous fistulas were still patent after 4
years.Comment: The value of this study lies in the large number of patients
and the long period of follow-up. Otherwise, the conclusions are really not
substantially different from those derived previously. There has, however,
been some controversy about the use of prosthetic vs brachial-basilic fistulas
as secondary or tertiary access procedures. This study would suggest that a
brachial-basilic fistula is far superior to prosthetic access and that brachial-
basilic AVF, although more technically demanding, should be the preferred
secondary or tertiary access over a prosthetic graft.
